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in infantile autism, treatment should be in medical hands. Equally, where there 
is a clear-out educational problem, such as certain reading and learning difficul- 
ties, the care of the child should be in the hands of the educational psychologist. 
These conditions, however, form only a small proportion of all maladjustments. 
The majority lie somewhere between these extremes and include most of the 
milder behaviour disturbances, habit disorders, the common fears of children, 
and various forms of emotional and Intellectual backwardness. In so far as 
these conditions have many causes, the team approach would seem to be the 
most effective. 

8. A comprehensive service must include well-trained personnel from several 
different professions and representing many different services ; facilities must be 
available in schools, hospitals, clinics, residential homes and elsewhere for the 
early assessment, diagnosis, treatment and follow-up of all types of maladjusted 
children; and adequate provision must be made for effective help to be given to 
the families of these children. What is required ideally is a co-ordinated plan for 
the development of a child and family guidance service. 

9. The parts played by heredity, the process of birth, infection, nutrition and 
the various psychological and physical stresses affecting the mind and body of 
the growing child must all be studied. The contributions of research workers in 
the basic medical sciences may be as important as those of the general physician 
the obstetrician, the paediatrician, and the psychiatrist. We wish to emphasise 
very strongly that the child guidance services have not developed on a sound 
basis of adequate information about the nature, incidence and fundamental 
causes of the conditions treated ; nor has full use been made of the opport- 
unities for research in this field. For example, follow-up studies which would 
make it possible to judge the efficacy of the treatment of maladjustment in child- 
hood have not been made. The relationship of childhood maladjustment to 
mental ill-health in adult life is another topic of great importance about which 
there is almost complete ignorance. Further research into the problems dealt 
with by the child guidance services is thus an urgent necessity. The Universities 
and the teaching hospitals must, therefore, be associated closely with the service 
as a whole. 



Statutory Background 

10. We now propose to outline the various statutory provisions which enable 
child guidance arrangements, in the sense which we have attributed to the term 
to be made under the National Health Service and by education authorities. 

11. Section 1 of the National Health Service (Scotland) Act, 1947, provides for 
the establishment of a comprehensive health service designed to secure improve- 
ment in physical and mental health and the prevention as well as the diagnosis 
and treatment of illness. The Secretary of State’s duty under section 3 of the 
Act to provide through Regional Hospital Boards the necessary “hospital and 
specialist services,” when read in conjunction with section 1 , can be regarded as 
implying an obligation to ensure that an adequate child psychiatric service 
is provided. 

12. Local health authorities have a duty under section 22 of the Act to provide 
maternity and child welfare services and under section 24 to make provision for 
a health visiting service. Under section 27 of the Act (as read with section 7 of 
the Mental Health (Scotland) Act, 1960), they have power to make arrange- 
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ments for the purpose of the prevention of illness*, the care of persons suffering 
from illness or the aftercare of such persons. In relation to the prevention of 
mental disorder and the care and aftercare of persons who are or have been 
suffering from mental disorder their power to make arrangements has now been 
converted into a duty by direction of the Secretary of State. 

13. These provisions clearly give local health authorities wide powers to 
provide and participate in providing child and family guidance. 

14. Section 6 of the Education (Scotland) Act, 1946, empowers education 
authorities to provide a child guidance service in child guidance clinics or 
elsewhere. The function of the service is defined as being to study handicapped, 
backward and difficult children, to give advice to parents and teachers as to 
appropriate methods of education and training and in suitable cases to provide 
special educational treatment for such children in child guidance clinics. In 
section 143 of the Act a special school is defined as including a child guidance 
clinic. 

15. Under section 51 of the 1946 Act, education authorities have the duty to 
provide for the routine medical inspection and the medical supervision of all 
pupils at schools or junior colleges under their management; and to arrange 
for the provision of free medical treatment when necessary. The medical treat- 
ment may be available under the Education Act or otherwise. These arrange- 
ments may be extended to pupils at schools not under the management of the 
education authority with the consent of the school managers. 

16. Under the School Health Service (Scotland) Regulations, 1947, education 
authorities are required to appoint a Chief Administrative School Medical 
Officer to be responsible for the administration of the school health service. He 
must, unless the Secretary of State permits otherwise, be the Medical Officer of 
Health for the area. They must also appoint a Chief Executive School Medical 
Officer (who may, however, be the Chief Administrative School Medical Officer) 
and such other medical officers, nurses and other persons as may be necessary. 
In making their arrangements for the school health service, education authorites 
are required to “have regard to the other health services in their area and to the 
desirability of securing that their school health service is co-ordinated with these 
other services and makes use of the facilities provided by them.” The regulations 
also provide that the school health service must include provision for keeping 
under supervision or treatment pupils who are found on medical inspection to 
need medical supervision or treatment and for referring to consultants pupils 
in respect of whom further medical advice or treatment is needed. 

17. Regulation 24 of the Schools (Scotland) Code, 1956, provides that in child 
guidance clinics the staff who are employed or for whose services arrangements 
are made by the education authority shall include an educational psychologist 
and a psychiatrist, “both or either of whom may subject to the provisions of 
Regulation 4 of the Code, be employed in a whole-time or part-time capacity” 
(Regulation 4 sets out various general requirements about staff in schools under 
the management of education authorities). 

18. Maladjusted children come within the provisions of the Education Acts 
and regulations made under them relating to the ascertainment of pupils 
requiring special educational treatment. Section 54 of the Education (Scotland) 
Act, 1946, places a duty on education authorities to ascertain which children 

• " Illness” is defined in section 80 as including mental disorder within the meaning of the Mental Health 
(Scotland) Act, 1960, i.e., mental illness or mental deficiency however caused or manifested. 
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aged five or over in their area require special educational U'oatment and 
empowers them to require a child to be medically examined if Ihoy consider such 
an examination necessary for this purpose. Unless they consider the request 
unreasonable the authority must also arrange for any child over two to be 
medically examined at the parent’s request. Regulation 2 of the Special 
Educational Treatment (Scotland) Regulations, 1954 includes as one of (he 
several categories of pupils requiring special educational treatment “maladjusted 
pupils, that is to say pupils who suffer from emotional instability or psychological 
disturbance.” 

19. It will be clear from this account that there arc ample statutory powers for 
the development of child guidance arrangements by Regional Hospital Boards, 
education authorities — through the school health service and through their 
child guidance services as such' — and by local health authorities. The powers 
exist but the problem is to ensure that the arrangements made are comple- 
mentary and comprehensive. 



Administrative Memoranda 

20. Before considering the way in which child guidance has developed in 
Scotland and the present form and extent of the arrangements for child guidance 
we think it useful to set out the administrative memoranda which have been 
issued to hospital authorities and to education authorities on the development 
of child psychiatric and child guidance services. 

(a) In a circular issued in 1945 jointly by the Scottish Education Department 
and the Department of Health for Scotland about the provisions of the 
Education (Scotland) Act, 1945 bearing on the school health service, reference 
is made in the following terms to section 6 of the Act relating to the provision 
of child guidance services : 

“Section 6: this section specifically empowers authorities to provide a 
child guidance service in child guidance clinics or elsewhere. While this 
service falls to be administered as part of the general educational system — 
the term “special school” is defined in Section 87(1) as including child 
guidance clinics— it should nevertheless be linked with the school medical 
service.” 

(b) In a memorandum issued by the Department of Health for Scotland to 
Regional Hospital Boards in 1947 on the planning of hospital and specialist 
services in respect of mental health the responsibilities of Regional Boards in 
the sphere of child psychiatry were defined as follows: 

The Regional Board will be responsible for the provision of ho.spital 
and specialist services for children suffering from mental illness and 
maladjustment. In-patient accommodation will be required in hospitals, 
perhaps in the country branches of children’s hospitals. 

For the out-patients Child Guidance Clinics should be provided in 
children’s hospitals or the paediatric departments of general hospitals. 
They should be staffed by psychiatrists, psychologists and psychiatric social 
workers, together with the necessary clerical assistance. Where Child 
Guidance Clinics are established by education authorities the Regional 
Boards should be prepared on request to supply psychiatrists to take part 
in the work of these clinics. 
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This work needs psychiatrists who have had opportunities to acquire 
special experience in the treatment of children. Child Guidance Clinics set 
up by Regional Boards might, with advantage, therefore, be associated with 
the post-graduate teaching arrangements of the Universities.” 

(c) In 1955 the Scottish Education Department issued Circular 300 containing 
the Secretary of State’s views on the recommendations made in various reports 
of the Advisory Council for Education in Scotland. The circular made the 
following comment on the recommendations regarding the child guidance 
service in Chapter 111 of the Council’s report “Pupils who are Maladjusted 
because of Social Handicaps” which was published in 1952: 

"The Child Guidance Service 

In so far as they are practicable at the present time, the Secretary of 
State approves all the recommendations made in Chapter III for the 
development of the Child Guidance Service and will give every encourage- 
ment to Authorities who wish to develop their service along these lines. He 
is not prepared, however, to make the service mandatory on Education 
Authorities. He considers that the Code makes sufficient provision for 
assistance from psychiatrists in child guidance clinics, and that theshortage of 
psychiatrists makes it undesirable to make further demands on the services of 
the limited number of these specialists who are available. He is in sympathy 
with the proposal that residential child guidance clinics should be provided 
in so far as it relates to oases that cannot be treated otherwise, and he will 
approve the establishment of further residential clinics when the demand 
arises.” 



Historical Review 

21. The first child guidance clinics were started over 35 years ago by the 
University of Glasgow and the University of Edinburgh under the Departments 
of Education and Psychology respectively. The four Scottish universities sub- 
sequently created a higher degree in education and psychology, that of Bachelor 
of Education. Candidates for this degree, which is the recognised qualification in 
Scotland for those who wish to train as educational psychologists, must be 
graduate teachers with teaching experience. 

22. The first child guidance clinic in Scotland to contain the team of psychiat- 
rist, psychologist and psychiatric social worker was the Notre Dame Child 
Guidance Clinic in Glasgow which was opened in 1931 by voluntary effort. The 
first local authority child guidance clinic was also opened in 1931 and within 
the next decade a rapid expansion in the provision of child guidance services by 
local authorities took place. In 1945 education authorities were for the first time 
given specific statutory powers to provide child guidance services and at the 
present time child guidance services have been established in the areas of 26 
education authorities. In addition, three of the remaining nine authorities have 
entered into informal arrangements for the provision of a service with a neigh- 
bouring authority. 

23. The pattern in general has been for the child guidance service to be 
administered as a function of the education authority with an educational 
psychologist in charge of the service and directly responsible for its administra- 
tion to the director of education. In a few areas arrangements have been made for 

9 



Printed image digitised by the University of Southampton Library Digitisation Unit 



psychiatrists to attend the clinics on a sessional basis but for the most part 
children thought to be in need of psychiatric investigation are referred to the 
psychiatrist at a hospital clinic, either through the school medical officer or 
directly by the educational psychologist. 

24. The evidence we have received indicates that in the education authority 
child guidance services there are over 100 educational psychologists but very 
few social workers, of whom none is a qualified psychiatric social worker. A 
recent development has been the attachment of health visitors to clinic, s on a 
part-time basis. We were also informed that the majority of areas have at least 
one main child guidance clinic which serves as administrative headquarters of 
the service as well as for treatment purposes. Subsidiary clinics are, in the main, 
rooms in schools or health clinics which children from a number of schools in 
the area can conveniently reach. Residential clinics have been established at 
Nerston and Kirkmichael; the former has recently been closed but we under- 
stand that plans exist for its re-opening. 

25. At this point it is of interest to look at the arrangements for child guidance 
in England and Wales developed by local education authorities in conjunction 
with the hospital service. The English Education Acts make no specific reference 
to the provision of child guidance services. The Committee on Maladjusted 
Children (paragraph 156 of their Report) point out that their conception of the 
child guidance services of local education authorities involved a school psycholo- 
gical service and child guidance clinics with the school health service co-operating 
closely with both. The power of local education authorities to provide a school 
psychological service derives from their general duty to a.sscss the ability and 
aptitude of children and to provide sufficient variety of primary and .secondary 
education, as stipulated in section 8 of the Education Act, 1944; the power to 
provide child guidance clinics derives from their obligation, under section 48 
of the 1944 Act, to secure the provision of medical treatment. The child guidance 
clinics, like other clinics provided by the local education authority, form part 
of the school health service and responsibility for their general functioning rests 
with the Principal School Medical Officer. The basic clinic team consi.sts of the 
psychiatrist, educational psychologist and psychiatric social worker all working 
under the clinical direction of the psychiatrist. Under the pattern of provision 
recommended in the Report of the Committee on Maladjusted Children and 
subsequently advocated in circulars issued in 1959 by the Ministries of Educa- 
tion and Health the local education authority provide the clinic and employ the 
educational psychologists (who participate also in the school psychological 
service) and the psychiatric social workers, while the Regional Hospital Board 
provide the services of the psychiatrist. 

26. In Scotland, parallel with the growth of the child guidance .services of 
education authorities, a hospital child psychiatric service has developed, in 
three separate ways: as psychiatric units of children’s hospitals, a,s extensions 
of the adult mental hospital service, and as special in-paticnt'units attached to 
mental hospitals. The hospital establishment at present comprises .seven con- 
sultants in child psychiatry, two senior registrars and four regi.strars. 

27. Psychiatric units of children’s hospitals are usually staffed by a team con- 
sisting of psychiatrists (who may have had paediatric experience), clinical 
psychologists, psychiatric social workers and play therapists. The units arc 
closely linked to departments of medical paediatrics and are associated also 
with teaching departments of psychological medicine. They were primarily set 
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up to provide a diagnostic and therapeutic service to the hospital and to general 
practitioners in the area. A few beds are available in the medical wards in 
Glasgow and Aberdeen and in a small special unit (Douglas House) in Edin- 
burgh, to which children up to the age of 12 may be admitted. Children over 
this age are however seen at the out-patient clinics. There are at present only 
limited facilities at these units for undergraduate and post-graduate training and 
research but they are very favourably placed for the extension of such facilities. 

28. Clinics run by the mental hospital service may take many forms. They are 
not always specifically clinics for children and facilities are limited. Mental 
hospital psychiatrists, psychiatric social workers and clinical psychologists may 
visit centres on a sessional basis, mainly for the purpose of diagnosis and dis- 
posal. There are few centres properly equipped for treatment and for the most 
part the staffs concerned have had no specialised training in child psychiatry. 
Children of all ages are seen at these clinics. Special in-patient units are provided 
at Crichton Royal and Stratheden hospitals for children up to 12 years of age, 
at Bangour hospital for children from 12-15 years of age and at Woodilee 
hospital for adolescent boys. 



Criticisms of Existing Services 

29. We now propose to describe some of the main criticisms of the present 
arrangements for child guidance given to us in evidence. At this point we offer 
no comment; later the weaknesses in the service and the remedies put forward 
by our witnesses are discussed in relation to our own proposals for the develop- 
ment of the child guidance and child psychiatric services. 

30. The main criticisms made by our witnesses were as follows : 

(a) The existing arrangements for the early detection and treatment of 
maladjustment are inadequate; in particular general medical practitioners and 
local authority medical officers lack the necessary training in the mental health 
problems of children to enable them to play a fully effective part in the early 
detection and treatment of maladjustment. 

(b) At the education authority clinics the problems of the individual child 
are investigated and treatment prescribed for the child without due regard to 
the adverse environmental factors and interpersonal relations affecting the 
family as a whole. The administrative structure of these clinics makes it imposs- 
ible to observe the principles of family case work. 

(c) The great majority of children attending education authority clinics are 
referred direct by teachers and are not examined by the school medical officer 
or any other doctor, the school health staff being often unaware that a child has 
been referred to the child guidance clinic. This practice could lead to the treat- 
ment by ineffective psychological methods of a condition which has a purely 
physical origin and could deprive the clinic of valuable information about a 
child’s medical and social history which might be in the possession of the school 
medical officer. 

(d) At the education authority clinic the educational psychologist generally 
decides which cases should be seen by the psychiatrist or by the school medical 
officer. The psychologist frequently refers cases direct to the psychiatrist; this 
is unethical as patients should not be referred to medical specialists by lay 
persons. 
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(e) On occasion arrangements are made for a child’s admission to a residential 
school for maladjusted children without prior consultation with the school 
medical officer. 

(f) A visiting psychiatrist attached to an education clinic is at a disadvantage 
in that he lacks knowledge of the administration of schools and accordingly is 
apt to prescribe treatment without due regard to the child and his school setting. 

(g) The practice of excluding from treatment by the education child guidance 
service children with I.Qs. of 85 and below is highly unsatisfactory. 

(h) In some areas the speech therapist works solely under the educational 
psychologist and not under the direction of the school medical officer. 

(i) The education clinic is not under the clinical direction of a child 
psychiatrist. 

(j) The education authority clinic does not have a psychiatric social worker 
who could undertake therapy in the home under the guidance of a psychiatrist. 
In this context the essential difference was stressed between the giving of advice 
to parents on the handling of a child — sufficient in some cases — and the under- 
taking of actual case work designed, for example, to resolve a mother’s personal 
conflicts. 

(k) The lack of suitably trained social workers in education child guidance 
services results in home visitation being undertaken by educational psychologists. 
While in special circumstances educational psychologists might wish to visit 
the home their time should not be taken up by the preparation of reports on 
home conditions. 

(l) There is a serious shortage of psychiatrists, particularly child psychiatrists 
of consultant grade. (This was stressed by witnesses representing medical and 
educational interests alike). 

(m) The total number of hospital out-patient clinics is very small and while at 
most adult psychiatric clinics children can be seen by appointment the psychia- 
trist in attendance frequently does not have adequate facilities or special 
experience in child psychiatry. 

(n) Effective co-ordination is tacking between the education authority child 
guidance clinic, the school health service and the hospital child psychiatric 
clinic. 

(o) General medical practitioners are not sufficiently consulted by the 
education child guidance clinic nor are they routinely informed about the 
progress of children referred by them to the clinic. 

(p) The number of places in residential units for maladjusted children is 
inadequate. Where children require long-term care and treatment in hospital 
a problem is created by having separate provision for those under and those 
over 12 years of age. 



Incidence of Maladjustment 

Report of the Committee on Maladjusted Children refers to the 
difficulties which confronted the Committee in their attempt to assess the 
incidence of maladjustment in children and which caused them to forgo their 
original intention to use this as a basis for recommendations in respect of staff 
and facilities. Estimates of the extent of maladjustment in schoolchildren, they 
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point out, can be expressed in various ways and, for example, differ according to 
whether the figure relates to the proportion of pupils requiring to attend a child 
guidance clinic at any one time, at any point in their school career, or in any 
period of twelve months. The results of surveys conducted in three areas and 
presented to the Committee gave the proportion of children requiring to attend 
a child guidance clinic at any one time as 5.4, 7.7 and 11.8 per cent, of the 
school population. 

32. The Committee draw attention to a pamphlet “Special Educational 
Treatment” published in 1946 by the Ministry of Education which they under- 
stood to suggest that 1 per cent, of school children needed treatment for malad- 
justment in any one year, and to the estimate referred to by C. P. Blacker 
(Neurosis and the Mental Health Service, 1946) that in an average school 
population between 1 and 2 per cent, of all children needed guidance each year. 
In Appendix H of their Report, the Committee stress that these estimates 
could only be compared with the results of the three sample surveys with great 
caution as the two sets of figures were expressed in ways which were different 
and of uncertain relation. They do, however, make a comparison which 
indicates that in an area with fully developed treatment facilities the proportion 
of children needing treatment in any one year should be higher than 1 per cent, 
and possibly nearer 2 per cent. 

33. The only evidence we received relating to the incidence of maladjustment 
was from the Scottish Council of the British Medical Association who con- 
sidered that the proportion of the child population of Scotland under 12 in need 
of psychiatric attention of some kind at some time during childhood was not less 
than 5 per cent, and might well be considerably more. They also suggested that 
perhaps 2 per cent, of the child population should attend a psychiatric clinic in 
any one year. On this basis, in Scotland as a whole, some 20,000 children under 
12 would be referred to a psychiatric clinic annually. 

34. These figures lead us to conclude that there is little valid information on 
the incidence of maladjustment. We agree with the view expressed by the Com- 
mittee on Maladjusted Children that a reasonably accurate picture of incidence 
which could be used for planning could only be built up as a result of comprehen- 
sive investigations in several areas with well developed child guidance services. 
Reliable data would be required not only on the proportion of children requiring 
investigation and treatment for maladjustment but also on the various types and 
degrees of maladjustment encountered before any reasonably precise estimate of 
manpower requirements for a fully effective service could be formulated. We 
consider that the establishment of reliable estimates of incidence of this type is a 
matter of much importance and hope that investigations will be undertaken in 
a number of areas which will assist in providing a more accurate picture of the 
extent and nature of maladjustment amongst children and adolescents. 



Prevention and Early Ascertainment 

35. Much evidence indicates that maladjustment occurlng in school children 
often has its genesis in the pre-school years. It seems to us, therefore, that the 
logical approach to the problem is first to focus attention on infants and young 
children who are not developing along normal lines. We are aware that no 
fully satisfactory norms for the development of the young child have been 
established. There has been a regrettable tendency to assess developmental 
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progress by standards based upon the earliest age at which maturation of a 
particular function takes place, whereas for example there are great variations 
in the age at which a normal child takes his first steps or says his first words. It 
should be emphasised that advice in general terms to mothers on the upbringing 
of their children has definite limitations. To be effective the advice must be given 
by one who has full appreciation of the factors, environmental and personal, 
which enhance or diminish a particular mother’s ability to meet the needs of 
her child. 



The Child Welfare Service 

36. The child welfare service was instituted early in the twentieth century. A 
tremendous saving in child life can be attributed to the vigorous campaigns 
waged by child welfare authorities against physical disease. In the beginning the 
child welfare clinic was set up in the poorer quarters of the cities where poverty, 
overcrowding, ignorance and apathy were rife. Environmental conditions for 
children gradually improved throughout the century and 1948 saw the introduc- 
tion of the National Health Service (Scotland) Act, the National Assistance Act 
and the Children Act which brought about a reorientation of social planning. 
The first of these statutes laid an obligation on local health authorities to 
provide for the care of mothers and young children and to arrange a home 
visiting service by health visitors for the purpose of giving advice about the care 
of young children. The National Health Service thus brought about a con- 
solidation and expansion of the existing child welfare services. Mothers, irrespec- 
tive of social class, came to regard the child welfare clinic as a place where they 
were met with ready sympathy and understanding. There was at the same time a 
widening of the concept of health to embrace not only physical but mental well- 
being. The change in emphasis was a natural and logical one. It is in the 
acceptance of the clinic by the community that its strength is to be found and 
this must not be overlooked in considering the role the clinic might play in the 
field of mental health. We are convinced that the child welfare service affords 
an excellent opportunity for the early prevention of maladjustment. 

The Child Welfare Medical Officer 

37. Medical officers attached to child welfare clinics gain an cxten.sive 
experience of the normal developmental processes which take place in child- 
hood. Their work provides them with opportunities for close contact with 
mothers so that they become aware of the parent’s attitude to her child and the 
methods she adopts to cope with the problems of sleep, feeding, toilet training 
and personal relationships. They can recognise the over-anxious, possessive, 
indifferent or exacting parent and can predict the dangers which lie ahead for 
the child. 

38. The child welfare medical officer is thus well placed to undertake preventive 
mental health work, but if he is to make the contribution which is undoubtedly 
within his compass a revaluation of his functions and aims could with advantage 
be undertaken. Our chief concern is how to give him the necessary insight into 
the problems he encounters. It is obvious that in the future the local authority 
medical officer who wishes to engage in child welfare work should come equipped 
for this task as a result of improved post-graduate training in mental health. 
The immediate problem is to introduce the concept of mental health to those now 
working in the child welfare service. This is dealt with in the subsequent section 
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on training. It is hoped that as a result of improved undergraduate and post- 
graduate training in child and family psychiatry medical officers in the child 
welfare service will be able to deal skilfully with the minor degrees of maladjust- 
ment exhibited in the pre-school child. 

The Health Visitor 

39. An important role of the health visitor lies in the prevention of conditions 
in which maladjustment is likely to be fostered and the early ascertainment in 
the home of children who are not developing along normal lines. This aspect of 
the work of the health visitor has become increasingly apparent in recent years. 
The Report of the Working Party on Health Visiting, published in 1956, defined 
the function of the health visitor as “a health educator and social adviser” and 
drew attention to the limitations of her training syllabus in certain respects. 
These deficiencies have now been made good and the syllabus of training for the 
Health Visitor’s Certificate seeks to provide the student with knowledge of the 
developmental processes which take place throughout childhood, the needs of the 
growing child and the psychological factors underlying sound parent/child 
relationships. Her training is now directed to equip her as a health educator in 
the physical, mental and emotional needs of children. 

40. One great advantage possessed by the health visitor is that, accepted by the 
community, she has gained an entrance into almost every home where there is a 
young child and in the course of visiting ordinary families, who are experiencing 
the stresses of day-to-day living, has gained an insight into family difficulties 
which, so often, lead to behaviour disorders in the young. The health visitor 
acquires an appreciation of the standards of normality which is not so readily 
attainable by other social workers who come in contact with homes when 
disruption of the family is either imminent or has already taken place. An 
important function of the health visitor lies in health education and her talks 
with mothers-to-be are aimed at securing not only adequate preparation for 
the physical care of the new baby but also the establishment of healthy attitudes 
to his coming. The guidance which the health visitor gives through the early 
months of the infant’s life and the first years of childhood is aimed at providing 
an understanding and stable environment in which the child may develop 
normally. In this work, the health visitor can approach the general medical 
practitioner and the local authority medical officer, to whom she should refer 
problems which she considers beyond her scope. 

41. For the most part, the health visitor’s contact in the homes is restricted to 
the mother and the young children. She has only limited personal awareness of 
the family relationships involving older children and the father unless she visits 
in the evening when the whole family are together. In these circumstances, she 
may not always detect the onset of incipient faulty relationships and be able to 
take appropriate steps for their correction. There might therefore be cases where 
it would be desirable for the health visitor to make visits at times when she can 
see the family as a whole. 

The School Health Service 

42. The general aim of the school health service is to promote the health of the 
school child and this aim has been constant since the beginning of the service 
some fifty years ago. There have, however, been varying immediate aims during 
those years which have changed in adaptation to the important needs becoming 
apparent from time to time. In the early days, the important problems were those 
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of severe physical defect and under-nutrition. Later there was a shift of emphasis 
to the earlier ascertainment of physical defect and the prevention of resultant 
handicap. Now the need is for prevention and early ascertainment of mental ill- 
health, and for the promotion of mental health. 

43. In addition to the assessment and treatment of established cases of malad- 
justment, which is the task of the child guidance clinic, increasing attention 
should be paid to the normal and near normal child under stress in his social 
environment, which is a problem of preventive medicine. The school medical 
officer has an important contribution to make to this work by virtue of his 
special opportunities to observe and examine apparently normal children and 
to identify those liable to breakdown. 

44. Education authorities in Scotland have a duty under the Education (Scot- 
land) Act, 1946, to arrange for the medical examination at periodic intervals of 
all children attending schools in their areas and under their management, and 
the special examination of any child suspected by a teacher, parent, nurse or 
others to be suffering from a disability. This statutory arrangement of routine 
medical examination of all school children in certain age groups and the special 
examination of children identified as having some deviation from normal health 
provides the school health service with an opportunity to ascertain at an early 
stage, even before the parent has been alerted to seek medical advice, the 
presence of emotional or behavioural disturbance. To take advantage of these 
opportunities will require an appreciation of emotional factors in all the 
circumstances affecting the child. It will also require considerable change in the 
present form of routine medical examination. The poor attendance of parents 
and consequent absence of information, the shortage of time and the lack of 
privacy make the present examination quite inadequate and restrict it to little 
more than a search for obvious physical disease. If the examination is to become 
an appraisal of the child’s mental as well as his physical health more time must 
be given to the examination and this may require considerable adjustment of 
present arrangements. Every effort will be needed to obtain the attendance of 
parents and if some cannot attend arrangements will have to bo made for 
obtaining histories and other information from such parents through home 
visiting, questionnaires or some other method. Contact with the father may be 
as important as with the mother. A close liaison must be maintained with 
teachers so that information about disabilities observed by them can be passed 
quickly to the medical officer., Privacy is essential, not only for the examination 
of the child but also for the interview with the parents. 

45. The school medical officer must extend relations with child, parent and 
teacher beyond the limited contact of the routine medical examination if he is 
going to play an effective part in prevention and early ascertainment. Ho has an 
opportunity to detect undesirable home factors either through direct contact 
with the parents or through his staff of school nurses and health visitors. 
Frequent visits to school and discussion with teachers should make him aware 
at an early stage of any educational, emotional or behavioural difiioulties in a 
child. He can, with the psychologist, advise the teacher how best to protect the 
child against stress and, where necessary, arrange for timely referral to the child 
guidance clinic. In extending his functions in this way the school medical officer 
will have to make effective liaison with the family doctor. 

46. The value of the contribution made by the school medical officer in 
prevention and early ascertainment will depend not only on the effectiveness of 
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such arrangements and on his willingness to allocate sufficient time but also on 
his being given psychiatric training appropriate to his needs so that he can 
differentiate with some confidence between those deviations from normal which 
are temporary and of little significance, and those which require some action 
on his part or on the part of others. 

The General Medical Practitioner 

47. We envisage that the general medical practitioner will take a more active 
part in family mental health work and the better equipped he is to deal with 
these matters the greater will be the demands made upon him for advice and 
guidance by his patients. To enable him to carry out these duties increased 
opportunities for undergraduate and post-graduate training in the sphere of 
curative and preventive psychiatry should be provided. (We deal further with 
this in the subsequent section on training in child guidance). 

48. In the evidence presented to us by the Scottish Council of the College of 
General Practitioners it was however pointed out that obstacles are encountered 
by the doctor who takes an interest in this subject. They stated: “The Family 
Doctor who has been in practice for some time knows that there ate numerous 
difficulties connected with maladjustment, some of which are inherent in the 
problem itself. One of the first of these is that he is only occasionally asked for 
advice where the disorder seems to the parents to be purely one of behaviour. 
More frequently, the doctor is consulted because of some abnormality apparently 
physical, such as habit spasms, sleep disturbances, food fads and resistance to 
feeding, failure to thrive, enuresis. The family doctor, who has long ago ceased 
to think only in terms of physical or mental illness separately, can often from his 
knowledge of the child’s home find an explanation of the disorder in both these 
classes, whether an apparently physical complaint or a frank abnormality in 
behaviour is under discussion. But much tact and skill are necessary for the 
adroit handling of such a situation, as parents find it very difiioult to see that 
physical symptoms can be produced by ‘nervous’ strain, and even more so to 
believe that their own behaviour can have anything to do with them.” 

49. The need for better liaison between the family doctor and the education 
authority child guidance clinic was also stressed in the evidence of the College 
of General Practitioners. We believe that there is scope too for much increased 
co-operation between the health visitor and the family doctor in this field. The 
doctor will find that the health visitor can be of great assistance in giving him 
information on the early signs of maladjustment she detects in families under 
her supervision and sometimes in persuading the parents to seek and follow the 
doctor’s advice. 

50. The Report of the Joint Working Party on the Medical Staffing Structure 
in the Hospital Service (1961) recommends that suitably qualified general 
practitioners should be encouraged to take up part-time appointments in the 
hospital service. We are of the opinion that developments along these lines 
might very profitably be pursued in child psychiatry. 

Family Guidance 

51. We have emphasised that it is important to start assessment and treatment 
in the pre-school years. Even this may not bring us to the source of the problem 
for it is recognised that maladjustment in children is often associated with 
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psychological disturbance in the parents and other members of the family. The 
child can never be dealt with in isolation. There is always a family involvement 
which calls for consideration of the social factors, often complex— economic, 
religious or cultural — ^which produce stress and must be identified if the family 
is to be assisted. It follows that many disciplines have a part to play in the 
welfare of the child and if effective aid is to be given to the sick family it is 
important that each agency dealing with any particular facet of the pioblem 
should acquire an undei'standing of the role of the others. The time has come 
when the concept of child guidance should be seen in the wider and moie 
comprehensive framework of family guidance. 



Future Development of the Child Guidance Services 

52. We now propose to consider the medical requirements in the provision of 
child guidance in the more specialised sense of the term, that is, in relation to 
the investigation and treatment of children presenting developed maladjustment 
of various degrees. In making our recommendations about the school age child 
we have kept in mind the conclusions arrived at in the Report of the Advisory 
Council on Education in Scotland, “Pupils who are Maladjusted because oi 
Social Handicaps,” published in 1952, and by the Committee appointed by the 
Minister of Education in the “Report of the Committee on Maladjusted 
Children” published in 1955. We have also given careful consideration to the 
memoranda relating to child psychiatry prepared by the Royal Medico- 
Psychological Association. 

53. The nucleus of the child guidance team should consist of the psychiatrist, 
the psychologist and the social worker : occupational therapists and play thera- 
pists are also usually required. Its work includes the physical and psychological 
investigation of disorders of adjustment as they occur in any aspect of the child’s 
life, social, family, educational, recreational, inter-personal or intrapersonal, 
whether predominantly constitutional in origin or occurring as the result of 
adverse circumstances. The clinic should be in contact with a wide variety of 
social, educational and medical services for purposes of treatment. Individual 
clinics may specialise in delinquency, organic nervous disease, educational 
difficulty or behaviour disorders but a child guidance service should include 
provision for all kinds of investigation and treatment. This is essential .since 
children referred to child guidance clinics on account of maladjustment fall into 
widely different categories. Thus the disorder may result from constitutional 
defects or be due to brain damage, or have its origin in some adverse environ- 
mental factor in the home or in the school situation. It is generally accepted 
that the investigation and treatment of children whose maladjustment is organic 
in origin or who exhibit psychotic behaviour should be undertaken by or under 
the direct supervision of a psychiatrist, in consultation, when necessary, with a 
paediatrician. The difficulty, however, lies in identifying and allocating respon- 
sibility for the diagnosis and treatment of the relatively much larger group of 
children who suffer from emotional and behaviour disorders of varying degrees 
of severity, which may be produced by failures in personal relationships or other 
unfavourable environmental circumstances. A correct diagnosis is not always 
easy. An appreciable number of children referred to hospital child psychiatric 
clinics for behaviour disorders are found to suffer from brain damage. In 
difficult cases a team consisting of a child psychiatrist, paediatric neurologist and 
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psychologist is required to establish the diagnosis. Again, children previously 
regarded as deaf or mentally defective may he suffering from severe psychiatric 
disorders ; others referred on account of learning problems, difficult behaviour 
or habit disorders may be found on investigation to be psychotic. We consider 
therefore that the complexities of diagnosis require that psychiatric and other 
medical opinion should be readily available to all child guidance clinics. 

54. We have shown that two types of services for maladjusted children have 
been developed in Scotland, one by local authorities and the other by hospital 
authorities. We envisage further development of these two services in the 
future, with close liaison between them. 

The Hospital Child Psychiatric Service 

55. It is clear that the hospital child psychiatric service is still at an early stage 
of development. We consider that a child psychiatric service of a comprehensive 
and integrated nature should be developed with comparable scope and facilities 
to that of the mental health service for adults. This requires the recruitment of 
more professional workers to this field and the planning of an adequate training 
scheme in each of the teaching centres. (We deal with this more fully under 
“Staffing Requirements”). As staff becomes available more in-patient and out- 
patient child psychiatric units should be established, closely linked to the 
children’s hospitals and to the mental health service generally. In addition 
further special in-patient units for young children and adolescents, providing 
facilities for long-term treatment, should be set up. To ensure continuity of 
treatment, units for each age-group should be sited as close together as possible. 

56. It is essential that con.sultant child psychiatrists should have a wide remit 
in their clinical practice. They should not only be appointed to children’s 
hospitals but also to local mental and mental deficiency hospitals, and might be 
in charge of adolescent units. Their duties should include service to the child 
guidance clinics and. children’s departments of the local authority, to remand 
homes, approved schools and other such units in their areas. The need for 
junior medical staff would be met in part from those under training in psychiatry 
and those under training in paediatrics. Liaison between the local authority 
service and the hospital service could be further developed by attachment of 
local authority medical staff to the hospital service. 

Local Authority Child Guidance Services 

57. As regards the future development of local authority child guidance 
services we hope that greater concentration on mental health in the child welfare 
service will lead to the establishment of special child welfare clinics to deal with 
children under five years of age presenting developmental and behaviour difficul- 
ties. Psychiatrists from the hospital service should be available for consultation. 
It is hoped that the placing of greater emphasis on the ascertainment and treat- 
ment of disorders of behaviour in the pre-school years would lead to a decrease 
in maladjustment amongst children entering school. 

58. So far as the education authority clinics are concerned we envisage a 
greater contribution from local authority medical officers, from psychiatrists 
and from social workers. The evidence we have received suggests that most 
educational psychologists, as well as doctors, see the need for a much expanded 
consultative child psychiatric service. But it is clear to us from the information 
we obtained on the actual operation of the education clinics that in Scotland the 
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development of the child guidance service has resulted in the educational 
psychologist treating children with severe psychiatric disturbances without 
reference to a psychiatrist. We appreciate that this situation has arisen largely 
because psychiatric advice was not readily available to the staffs of clinics. 

59. In planning for an adequate psychiatric service difficulties will be encoun- 
tered. At the present time consultant psychiatrists are not available in the 
numbers required for the education authority child guidance clinics and it will 
be some time before any substantial increase in their number can be brought 
about. Clinics which have built up a service over a period of many years may 
find it difficult to adapt themselves to a situation in which the psychiatrist will 
play a more active part. But we believe that these difficulties can be overcome 
and that with the substantial expansion of the child psychiatric establishment 
which we are advocating a great opportunity is presented for the development of 
close relations between the education and the hospital clinics. 

The School Medical Officer 

60. There has been much discussion and controversy on the part to be played 
by the school medical officer within the child guidance clinic. Particular difficul- 
ties exist in Scotland where child guidance services arc administered as part of 
the educational system and child guidance clinics are classed as special schools 
with educational psychologists in charge. The school health service has played 
little part in the clinics hitherto although there has been no lack of authoritative 
statements recommending close association. The World Health Organisation 
Expert Committee on Mental Health in its report (techn. Rep. Ser. 1951, No. 31, 
p. 19) recommended that when child guidance clinics are established, school 
medical officers and nurses need, in the interests of the child, to develop as close 
a relationship with these clinics as they should have with the teachers in schooks. 
A similar view was expressed by the World Health Organisation Expert Com- 
mittee on the School Health Service (techn. Rep. Ser. 1951, No. 30, p.l6). We 
believe that the school service should be closely linked with the child guidance 
service and that a suitably trained school medical officer, with his experience of 
normal children in the school setting, is well fitted to take an active part in the 
child guidance team. 

61. We see his contribution as threefold. He would be able to bring to the clinic 
information about the child from the school health records; he would provide 
a medical opinion on the child’s physical state; he would, depending on the 
extent of his training and experience in mental health, undertake the treatment 
of certain children. 

62. We have already recommended increased emphasis on prevention and 
early ascertainment of maladjustment by school medical officers. The inclusion 
of a school medical officer in the child guidance team is a parallel development. 
In the larger areas necessarily only a proportion of the school medical officers 
would work in clinics and they should be specially selected for their aptitude for 
this work. We do not consider, however, that any school medical officer should 
work whole-time in a child guidance clinic since he would then lose contact 
with normal children and the schools. 

63. It was suggested to us that all school children with difficulties should be 
referred in the first instance to the school health service and that the school 
medical officer should select the cases which he considered suitable for psycho- 
logical investigation and refer them to the child guidance clinic. While we do 
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not recommend this proposal for general adoption, we consider it most 
important that all children referred to education child guidance clinics should at 
some point receive a medical examination, and this will present no difficulties 
when a school medical officer is a member of the clinic team. Until this can be 
achieved we recommend that the head teacher should notify the school health 
service of all children referred by him to the clinic. It will then be possible for 
the service to arrange a medical examination. 

64. Where a visiting psychiatrist has not been appointed to the clinic, difficulties 
have arisen in the past over the referral of oases to the psychiatrist at the 
hospital clinic. If a school medical officer is actively participating in the work of 
the clinic then we would expect him to refer suitable oases to the psychiatrist. 
He would in turn make the findings of the psychiatrist known to his colleagues. 

Social Workers 

65. The shortage of psychiatric social workers is so acute and the demand for 
their services in many branches of the mental health services so great that in the 
foreseeable future there is no likelihood of their making a large contribution to 
the work of the education authority service. But we hope that if more psychiatric- 
ally trained social workers are recruited means will be found of making their 
services available to education authority child guidance clinics. 

66. We think that the health visitor can make a very useful contribution to 
medical social work in the child guidance service, although, not being a trained 
case-worker she is unable to take the place of the psychiatric social worker who 
has undergone an intensive training in the diagnosis and treatment of defective 
family relationships. She has, however, through routine health visiting, acquired 
detailed knowledge of the family background which would be invaluable to the 
psychiatrist who is called upon to deal with a disturbed child and this knowledge 
should always be placed at his disposal. Attachment to a child guidance clinic 
would initiate the health visitor into the complex problems which confront the 
psychiatric social worker in the field of mental health and would enlarge her 
usefulness in contacts with pre-school children and their parents in the course 
of her normal duties. 



The Need for Co-operation 

67. Wo arc aware that the provision of separate clinics by Regional Hospital 
Boards and education authorities raises problems of co-ordination and that for 
the smooth working of the service as a whole a high degree of co-operation 
from those who staff the services is demanded. We have already referred to 
means of improving liaison between the services. As psychiatrists from the 
hospital service come to take a greater part in the work of the education 
authority clinics the foundations of a co-ordinated service will be laid. The 
psychiatrist attached to an education clinic may consider that certain children 
seen by him should be treated at the hospital clinic; for example, where the 
parent of the child needs more intensive therapy than can be provided at the 
education clinic or where the child presents diagnostic problems which can be 
investigated more readily at the hospital unit at which there is available a full 
range of laboratory services and in addition easy access to the paediatrician and 
neurologist. Similarly, children referred direct to the hospital clinic may, after a 
period of treatment or perhaps after initial diagnostic interviews, be transferred 
to the education authority clinic at which any further treatment can be given. 
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We do not anticipate that any difficulties should arise regarding the transfer of 
cases from education clinics to hospital clinics or vice versa. The instruction 
given during the training of clinic personnel will have made clear that the interests 
of the child are of first importance and the choice of education or hospital 
services must be determined by the child’s needs. 

68. We obtained evidence from representatives of educational interests that in 
many areas insufficient information was supplied to the education service about 
children seen at hospital child psychiatric clinics. It was suggested that where a 
child in attendance at a hospital clinic had not been referred by either the school 
medical officer or the education child guidance clinic the hospital authorities 
should inform the school at which the child was a pupil and also the psychologist 
at the child guidance clinic. Our witnesses also stressed the need for the hospital 
to seek information routinely from the education service about any children 
referred to the hospital clinic from a source other than the school health service 
or the child guidance service. It was their view that in all cases written reports 
should be requested and submitted. 

69. We find ourselves in sympathy with some of these suggestions. We wish to 
stress the advantages which accrue from consultation by the hospital clinic 
with the education service in the case of any child of school age referred directly 
to the hospital clinic as, for example, by the family doctor. Valuable facts 
regarding the child’s behaviour and progress at school together with information 
about the family circumstances could thus be obtained and much duplication of 
effort avoided. The child may have been brought previously to the attention of 
the education child guidance service and may even be in attendance at the 
education child guidance clinic at the time of his referral to hospital. Clearly a 
full report on the child by the education service is most important in these 
circumstances. While it must rest with the hospital clinic to decide whether in 
any particular case it is desirable to request information from the education 
service we would expect this to be the usual procedure and we consider that the 
approach could most appropriately be made to the school medical officer who 
would where this was necessary advise the school. The information obtained 
from the education service would indicate whether or not a copy of the psychia- 
trist’s report to the general practitioner should be sent to the school medical 
officer who would if necessary make the information available in full or in part 
to the psychologist. We think that the parents should normally be told when it 
is proposed to supply this information to the school medical officer and we 
would not expect that they would raise any objections if the need for this action 
were explained as essential for the alleviation of the child’s difficulties. 



Residential Accommodation 

70. We received much evidence to the effect that more provision of various 
types for the residential treatment of disturbed children and adolescents is of 
pressing urgency. In addition, we had before us in examining this problem two 
papers prepared by the Royal Medico-Psychological Association, “In-Patient 
Accommodation for Child and Adolescent Psychiatric Patients” (1956) and 
“Units for the Long-Term Medical Care of Emotionally Disturbed Children and 
Adolescents” (1960): also a memorandum on facilities for the residential treat- 
ment and education of children and adolescents in Scotland prepared by the 
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standing Joint Committee of the Scottish Children’s Oflhcers’ Association and 
the Association of Psychiatric Social Workers (Scottish Branch). 

71. The hospital service has to make provision for the in-patient treatment of 
maladjusted children and adolescents in the following categories : 

(a) Those who require admission to hospital for observation or investigation 
or for short-term treatment. The stay for such purposes will usually be relatively 
short but in a few cases in-patient treatment might have to be prolonged up 
to a year. 

(b) Those for whom long-term hospital care is required over a period of 
several years. Children and adolescents requiring this type of provision will 
generally be those suffering from psychoses or severe personality disorders who 
cannot be cared for in children’s homes and residential schools. 

Bed Requirements 

72. In their 1956 Memorandum the Royal Medico-Psychological Association 
slate that child psychiatrists with experience of in-patient children’s units 
estimate that the minimum requirements of children’s beds (exclusive of those 
required for long-term treatment purposes) is 20 per 500,000 of total population. 
The memorandum also suggests that 20 beds for a total population of 500,000 
arc required to meet the needs of adolescents for both short and long periods of 
residential treatment. Such estimates are at the present time tentative and 
further experience will show how far they can be held to apply to Scotland. We 
were given no estimate of the number of beds required for the long-term care of 
children under the age of 12 but all the evidence we received suggested that such 
accommodation is urgently required. We understand that a working party of 
child psychiatrists is now investigating the incidence of psychosis in children. 
The results of this survey should provide an estimate of the amount of accom- 
modation required for such cases. 

73. The present number of child psychiatric beds in Scottish hospitals for both 
long and short-stay patients is approximately 50 and they are confined to two 
Regions. In addition there are two residential units for adolescents providing 
places for some 36 patients. We appreciate that the speed with which facilities 
for residential treatment can be increased depends to a large extent on the rate 
of expansion of child psychiatric resources and on the possibility of attracting 
suitable staff for the new units required. We consider it important, however, 
that parallel with the expansion of child psychiatric clinic services there should 
be an increase in the number of psychiatric beds provided for children. It is 
particularly important that these should be made available in populous areas 
where they do not exist at present. We recommend that Regional Hospital 
Boards should give this matter high priority in their plans for the future develop- 
ment of the mental health services. 

Types of Accommodation Required 

74. Existing practice is to have units for children under the age of 12 and 
adolescent units for those over 12. We appreciate that practical considerations, 
especially the onset of puberty, make it desirable to separate these age groups 
but we also see the need to ensure continuity of treatment. Many children 
exhibit personality disorders requiring in-patient psychotherapy around the age 
of 10 and 1 1 and their treatment is often not completed by the time they are 12 

23 

Printed image digitised by the University of Southampton Library Digitisation Unit 



years old. If the adolescent unit to which these children have to be transferred is 
not too distant from the children’s unit, it might be possible for the same 
psychiatrist to continue to treat the child. At present, on reaching the age of 12, 
many of these children have to be transferred to an approved school which is not 
in a position to continue the treatment. 

75. For the most part, there is no reason why long and short-stay patients 
cannot be dealt with in different houses or wards of the same children s unit, but 
in the case of psychotic children who require long-term care, we are of the 
opinion that consideration should be given to the setting up of special investiga- 
tion and treatment units. Some of these might be located in mental deficiency 
hospitals. We agree with the Royal Medico-Psychological Association’s recom- 
mendation that adolescent units should normally be attached either to adult 
psychiatric units in general hospitals or to mental hospitals, and there would 
seem to be no reason why such units should not deal with both shoi t and long- 
stay patients. 

Residential Provision Outwith the Hospital Service 

76. So far we have referred only to hospital provision for the residential care 
of maladjusted children. But we wish to emphasise that there is at the same 
time need for the development and expansion of residential schools and hostels 
for maladjusted children, with adequate medical and psychiatric services 
available. Sufficient accommodation of this type is essential to enable the 
hospital units to be used efficiently, and the converse is also true. If the treatment 
of a maladjusted child requires his stay in more than one type of residential 
unit it is most important that the arrangements for transfer between units 
(both within and outwith the hospital service) should be made as simple as 
possible. 

Day Hospitals 

77. Day hospitals may play a part in the investigation and treatment of 
certain groups of maladjusted children. The children are in hospital during the 
day, going home in the evenings and for the week-ends. There are certain 
advantages in not separating maladjusted children from their families where 
this can be avoided. We understand that plans exist for the provision in one 
Regional Board area of a day hospital unit which is intended primarily for the 
treatment of psychotic or near-psychotic children. We hope that this pilot 
experiment will provide a guide to the role which the day hospital may play in 
this field. 



Staffing Requirements 

78. The Royal Medico-Psychological Association, in their memorandum “The 
Recruitment and Training of the Child Psychiatrist” (1960), estimate that one 
full-time consultant child psychiatrist, with complementary junior psychiatric 
staff, is required for every 200,000 of total population; this gives a figure of 25 
consultant child psychiatrists for Scotland. 

79. It is interesting to compare this estimate with that given by the Committee 
on Maladjusted Children in Chapter IV of their Report. The replies they 
received to an enquiry addressed to a sample of 32 local education authorities in 
England and Wales with child guidance services indicated that, on average, the 
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equivalent of one full-time psychiatrist was needed for 45,000 school children. 
On this basis some 17 psychiatrists would be required to cover the needs of 
children of school age in Scotland. When account is taken of the psychiatric 
time which should be devoted to teaching and research, to clinical work in 
residential units both within and outwith the hospital service, as well as to out- 
patient services for pre-school age children and adolescents over school age, it 
is reasonable to assume that the two estimates are not incompatible. 

80. As a first step we recommend the creation of a further two consultant posts 
in child psychiatry in the Western Region, with headquarters at Glasgow, and 
one post in the South-Eastern Region, with headquarters at Edinburgh, bringing 
the total up to ten. To ensure a supply of consultants in the future we consider 
that arrangements should be made as soon as possible for the appointment of 
one senior registrar and one or two registrars to each consultant. In order to 
widen training facilities a joint training programme on a regional basis might 
eventually be established linking teaching centres with peripheral hospitals. We 
stress the advantages which will accrue from the concentration of the available 
child psychiatric strength in teaching hospitals during the early stages of the 
intensive training period. At the same time we are aware that expansion of the 
service in ho.spitals other than teaching hospitals is desirable and we recommend 
that clinics should be set up in these hospitals as staff becomes available. 

81. As regards the qualifications of applicants for senior registrar appointments 
in child psychiatry, while we do not wish to propose any rigid criteria we 
recommend that applicants should normally have had experience in general 
psychiatry and preferably also some experience of paediatrics. We wish to 
emphasise that expansion must not be achieved at the expense of any lowering 
of standards. 

82. It has been emphasised in the Report of the Joint Working Party on the 
Medical Staffing Structure in the Hospital Service (1961) that the senior registrar 
grade is primarily a training grade. When the training programme is nearing 
completion the question of the ratio of senior registrar and registrar posts to 
consultant posts will require to be reviewed. It is apparent from the various 
reports dealing with this subject that the ratio of senior registrar to consultant 
posts will require frequent review taking into account the then existing circum- 
stances. 

83. Once posts for ten consultants and ten senior registrars have been estab- 
lished we think it should be possible to fill double this number of consultant 
posts in five years or so. We are assuming that the new posts would be filled to a 
large extent from the senior registrars under training in Scotland. 

84. As the number of child psychiatric posts increases it is essential that there 
should be sufficient clinical psychologists, social workers and other ancillary 
staff to enable effective hospital child psychiatric teams to be established. 
Experience suggests that an appropriate ratio would be one clinical psychologist 
and two social workers to each consultant psychiatrist. On this basis the 
equivalent of some 25 full-time clinical psychologists and 50 social workers 
might eventually be required in the hospital child psychiatric units. We have 
already referred to the shortage of psychiatric social workers and in our opinion 
every step should be taken to increase their numbers. We hope that the new 
plans for their recruitment and training will be successful. But it is clear to us 
that the services of other suitably qualified social workers will be required in the 
hospital climes to keep pace with expansion on the scale we are recommending. 
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Here also, as well as in the local authority clinics, we think that the health 
visitor should be able to make a useful contribution, particularly where she 
could work under the guidance of a psychiatric social worker; so too might the 



fully trained mental nurse. ^ i 

85. We do not anticipate any serious difficulties in the recruitment of clinical 
psychologists to meet the needs of the expanding child psychiatric service. 
Formerly the only approved training available in clinical psychology was that 
provided at Crichton Royal, Dumfries, and vacancies for clinical psychologists 
in the hospital service sometimes went unfilled. Recently, however, post-graduate 
diploma courses in clinical psychology have been established at the Universities 
of Edinburgh and Glasgow in collaboration with the South-Eastern and Western 
Regional Hospital Boards respectively. In Aberdeen a recruitment and training 
scheme for clinical psychologists has been set up by the North-Eastern Regional 
Hospital Board and proposals are being considered for collaboration with the 
University in establishing a post-graduate course in clinical psychology. We 
believe that these training schemes as they develop should provide an adequate 
supply of psychologists, provided that careers in clinical psychology in the 
hospital service can be made sufficiently attractive. An increasing demand wil 
also be experienced for occupational and play therapists, and Regional Hospital 
Boards may find it necessary to review schemes for their recruitment and training. 

86. We do not regard it as our function to consider the staffing requirements 
of the education authority child guidance clinics. We think it right, however, to 
point out that our recommendations in relation to the development and integi a- 
tion of local authority and hospital services would place more responsibilities 
on medical officers and health visitors which might necessitate a review of then- 
duties and establishments. 



Training in Child Guidance 

87. Many of our witnesses stressed the need for adequate training for all who 
encounter in their work problems of mental health. 

Medical Practitioners 

88. Training must begin with the undergraduate to stimulate his interest in the 
family problems which he will later encounter. Child health and disease must 
be interpreted broadly and should be taught to the undergraduate as an entity 
which embraces both the physical and psychological aspects. To enable the 
student to be taught more adequately about child development and illness, 
schemes of teaching might be developed jointly by University Departments of 
Psychiatry and Paediatrics. 

The General Practitioner 

89. The College of General Practitioners recommended to us that post- 
graduate courses, sponsored by the Department of Health for Scotland, should 
provide for the study of child guidance problems. They drew attention to the 
increasing demand by general practitioners during the past five years for post- 
graduate training and, in particular, for courses in mental health. In their ex- 
perience one of the most useful forms of training lay in group discussions of 
problems encountered by the doctors in their practices. We agree with the 
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College that post-graduate training of general practitioners in mental health is 
of great importance and hope that facilities will be developed on an increasing 
scale. 

The Local Authority Medical Officer 

90. It is clear also that post-graduate training in mental health is roqtiircd for 
doctors who wish to undertake public health work. The Diploma in Public 
Health is the recognised post-graduate qualification in public health and the 
General Medical Council prescribes the rules to be observed in the course of 
study and the examinations. The current rules were adopted in November, 1955, 
and while they make provision for the syllabus to cover the mental health 
services, it might be appropriate at this stage to review the course of study with 
a view to providing more instruction in the assessment and treatment of children 
showing deviations from the normal in their development. 

91. The need for post-graduate training in psychiatry for medical officers 
working in the field of public health has been recognised in a course inaugurated 
by the University of Glasgow in the autumn of 1961. The course, “Introduction 
to Psychiatry,” is under the direction of the Professor of Psychological Medicine. 
It is of three weeks’ duration and is designed to provide doctors working in 
public health with a clinical background which will help them to discharge the 
duties placed upon them by the new mental health legislation. It is of interest 
to note that the syllabus of training includes instruction in child psychiatry, 
social, cultural and family influences, physical growth and development and 
child neurology. 

92. We welcome this recognition of the need to increase the understanding of 
local authority medical officers in mental health generally. But to assist medical 
officers in the child welfare and school health services to become well equipped 
to undertake child and family guidance local arrangements for in-service training 
will also need to be developed. Ideally, participation in such local training 
schemes should bo additional to attendance at a comprehensive mental health 
course such as that arranged by the University of Glasgow, which could itself 
bo usefully supplemented by annual refresher courses of perhaps three days’ 
duration. 

93. We have been interested in the measures adopted by some authorities, 
notably London County Council and West Ham County Borough, to secure 
in-service training. A plan which appears to be worthy of consideration lies in 
the arrangement of short inten.sive lecture and demonstration courses in con- 
junction with regular meetings at the child welfare centres at which the psychia- 
trist, child welfare medical officer and health visitor are in attendance. The 
purpose of such clinical conferences is the discussion of cases brought forward 
by the clinic staff in order that they may gain a deeper insight into the problems 
which they encounter. The training is designed to improve the capacity of the 
medical officer and the health visitor to give helpful advice to the mothers who 
consult them about their difficulties. The training of the child welfare medical 
officer and the school medical officer could also be brought about by his second- 
ment to a hospital child psychiatric clinic or department for, say, three sessions 
per week over a period of not less than six months. 

Health Visitors 

94. The established practice of refresher courses for the health visitor provides 
an opportunity for keeping her up-to-date in the trends in child health. Thereby 
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she may be made aware of the increasing emphasis whi^ is being placed on the 
importance of mental as well as physical wellbeing. To equip ^ P'^y 
greater part in community mental health work generally, the ne ^ 

training schemes has been recognised. Local in-service training . ‘ 

been set up in a number of areas in association with mental and mental deficie i y 
hospitals. In addition the hrst of a series of courses m Mental Health lo 
Health Visitors” of six months’ duration was inaugurated in Januai ^ lH , 
the University of Glasgow following the findings of a study group. The study 
group included the Professor of Public Health and Social 
of Psychological Medicine and the Medical Officer of Health. The a m of tl 
course is to provide health visitors with a better understanding of mental heal h 
problems and to instruct them in the preventive and community aspects ot 
mental health. In the syllabus of training, it is stated—’ The broad assumption 
on which the course is founded is that there are numerous ways in which the 
positive mental health of the community can be fostered by workers^ in evciy 
branch of the health services and the social services pnerally, provided these 
workers are given the appropriate instruction and training. Training in menta 
health should form part of the preparatory and pre-operational protessional 
training of all social workers in the community and health services. But mental 
health problems are not easily grasped by the novice, and courses of the kind 
now being attempted, for people who have spent some years acquiring practical 
on-the-job experience of ordinary family and individual problems, will continue 
to play an important part in the general scheme of mental health education. 

95. This course, although covering a wider field than that of child and family 
guidance, will clearly provide a valuable background for a health visitor under- 
taking duties at an education authority or hospital child guidance clinic oi a 
child welfare clinic specialising in the assessment and treatment of difhcultics ol 
development and behaviour. We hope, however, that in the near future local 
in-service arrangements will be extended to deal with the mental health 
problems of children as well as adults. 

96. The development of schemes of training in child guidance for general 
medical practitioners, local authority medical officers and health visitors depends 
upon the recruitment of additional child psychiatrists. We appreciate the urgency 
of securing early treatment for those suffering from emotional disorders and 
recognise that consultant child psychiatrists must devote themselves to this 
clinical work. Nevertheless we are convinced that the training of others must be 
given a high priority if the development of a comprehensive child and family 
guidance service is to be achieved in a reasonable time. 
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Summary of Main Conclusions and Recommendations 

The attainment ol' mental health depends largely upon successful adaptations 
to environment. In the process of growing up the child may fail to find secui'ity 
in his relationships with the individuals and circumstances which make up his 
environment whether in the home, in the school or in the community. It follows 
that measures directed to the prevention and treatment of maladjustment cannot 
be planned for the child in isolation but must have regard to his involvement 
with his family and other social groups. For this reason we have concluded that 
the ultimate aim must be the development of a co-ordinated child and family 
guidance service. We have examined the facilities for child guidance which exist 
at present and our recommendations have been formulated in the belief that 
they will go far towards securing the establishment of such an integrated and 
comprehensive service. 

Research 

1 . Since reliable information is not available either on the number of children 
requiring investigation and treatment or on the types and degrees of maladjust- 
ment encountered, investigations should be instituted to obtain reliable estimates 
of the incidence and nature of maladjustment (paragraph 34). 

2. Further studies .should be undertaken to determine such fundamental facts 
as the part played by heredity and by antenatal and post-natal environmental 
factors in the causation of maladjustment (paragraph 9). 

Prevention and early ascertainment 

3. Attention should be focused on the prevention and early ascertainment of 
maladjustment (paragraphs 35, 42 and 43). 

4. The child welfare service affords an excellent opportunity for the early 
prevention of maladjustment. But a revaluation of the functions and aims of 
the child welfare medical officer is required if he is to make his maximum 
contribution (paragraphs 36 to 38). 

5. In the early ascertainment of maladjustment and in family guidance and 
health education full advantage should be taken of the key position of the 
health visitor (paragraphs 39 to 41). 

6. The medical examination of school children should include an appraisal of 
the child’s mental health. This will necessitate adjustments in the present form 
of the routine medical examination of school children and a reassessment of the 
duties of the school medical officer (paragraphs 44 to 46). 

7. The general medical practitioner has an important role to play in the 
maintenance of family mental health. There is need for increased co-operation 
between the services of the local health and education authority and the general 
practitioner (paragraphs 47 to 49). 

The hospital child psychiatric service 

8. The hospital child psychiatric service is still at an early stage of develop- 
ment. When fully developed it should provide a service for children comparable 
to the service available for adults (paragraph 55). 

9. The number of consultant posts in child psychistry should be increased. A 
provisional estimate of the number required is 25. As a matter of urgency 
additional consultant posts are required in the Western and South-Eastern 
Regions (paragraphs 55 and 78 to 80). 
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10. To ensure an adequate future supply of consultants one senior registrar 

and one or two registrars should be appointed to each consultant. The latio of 
training to consultant posts should be a matter for frequent review (paragiaphs 
80 and 82). ... 

1 1 . Encouragement should be given to general medical practitioners interested 
in and qualified for work in child psychiatry to take up part-time appointments 
in the hospital service (paragraph 50). 

12. On the basis of one psychiatrist, one clinical psychologi.st mid two social 
workers for the hospital team some 25 full-time clinical psychologists and 50 
social workers may be required for the hospital child psychiatric service 
(paragraph 84). 

13. The shortage of psychiatric social workers is a serious problem. Every 
effort should be made to increase the number of suitably qualified social workers 
(paragraphs 65 and 84). 

14. The health visitor, with further training, could make a useful contribution 
to the hospital clinic (paragraphs 84, 94 and 95). 

15. If careers for clinical psychologists in the National Health Service can^ bo 
made sufficiently attractive it should be possible to obtain the psychologists 
required for the expanding hospital child psychiatric service as existing tiaining 
schemes develop (paragraph 85). 

Local authority child guidance services 

16. A closer liaison should be developed between the local authority child^ 
guidance services and the hospital child psychiatric service. The attachment ol 
local authority medical staff to the hospital service would help to piomote 
closer integration (paragraphs 56 and 59). 

17. Local authorities should set up special child welfare clinics to deal with 
children under the age of five years presenting developmental and, behaviour 
difficulties. Psychiatrists from the hospital service should be available for 
consultation (paragraph 57). 

18. Psychiatrists from the hospital service should make a greater contribution 
to education authority clinics (paragraphs 58 and 59). 

19. The school health service should be closely linked with the child guidance 
service and a school medical officer should be a member of the child, guidance 
team (paragraphs 58 and 60 to 62). 

20. The health visitor, with further training, could make a very useful con- 
tribution to medical social work in the education child guidance service (paia- 
graphs 66, 94 and 95). 

Residential accommodation 

21. The provision of increased facilities for the residential treatment of 
maladjusted children and adolescents should be regarded by Regional Hospital 
Boards as a matter of urgency. Two categories of accommodation are necessary 
for in-patient treatment: (a) short-stay units primarily for the purposes of 
observation and assessment, and (b) long-stay units for the treatment of children 
and adolescents suffering from psychoses or severe personality disorders 
(paragraphs 71 and 73). 

22. Measures should be instituted to ensure continuity in the medical care of 
maladjusted children. In present circumstances the existing practice of providing 
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separate in-patient units for children above and below the age of 12 tends to 
disrupt treatment (paragraph 74). 

23. There is a need to develop residential schools and hostels for maladjusted 
children, with adequate medical and psychiatric services (paragraph 76). 

24. The place of the day hospital in the treatment of maladjusted children 
should be explored (paragraph 77). 

Training 

25. The medical undergraduate should receive adequate training both in the 
physical and in the psychological aspects of child development and illness 
(paragraph 88). 

26. Postgraduate training in mental health for general medical practitioners is 
of great importance (paragraph 89). 

27. The curriculum for the Diploma in Public Health should be reviewed with 
the object of providing more instruction in the assessment and treatment of 
children showing deviations from the normal in their mental development 
(paragraph 90). 

28. Medical officers working in the child welfare and school health services 
should receive more training in the psychiatric aspects of child health and illness. 
They could be seconded part-time to hospital child psychiatric clinics. Intensive 
courses on mental health should also be arranged (paragraphs 90 to 93). 

29. Health visitors should receive instruction to enable them to play a greater 
part in community mental health work (paragraphs 94 and 95). 

30. The development of training schemes in child guidance for medical and 
other personnel will depend upon the availability of child psychiatrists, much 
of whose time should meanwhile be devoted to such training (paragraph 96). 



15th May, 1962 



(Sgd.) P. K. McGowan 
Chairman 

(on hehalf of the Subcommittee) 
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APPENDIX A 



List of Organisations and Individuals from whom Evidence 
was Received and of Visits to Child Guidance Clinics^ etc. 

(Written and oral evidence was given except in the case of those marked 
with an asterisk, indicating that oral evidence only was given). 

Organisations 

Association of Directors of Education in Scotland 
Association of Psychiatric Social Workers (Scottish Branch) 

Association of School Medical and Dental Officers of Scotland 
British Medical Association (Scottish Office) 

College of General Practitioners (Scottish Council) 

Medical Women’s Federation (Scottish Standing Committee) 

■"Royal College of Nursing (Scottish Board) 

Scottish Education Department 
Scottish Health Visitors’ Association 
Scottish Paediatric Society 

Society of Medical Officers of Health (Scottish Branch) 

Individuals 

■"Dr R. C. Barbour, Senior Consultant, Bristol Child and Family Guidance 
Service 

*Dr S. K. Drainer, Medical Officer of Health, County of Dumfries 
*Miss M. M. Howie, Educational Psychologist, Kirkcudbright Child 
Guidance Service 

Miss C. M. McCallum, Principal Psychologist, Glasgow Corporation 
Child Guidance Service 

*Miss C. V. McClements, Principal Psychologist, Dumfries Child Guidance 
Service 

Dr R. Maclean, Assistant Medical Officer, Glasgow Corporation 
Maternity and Child Welfare Service 

f"Dr M. M. Methven, Consultant Child Psychiatrist, Royal Hospital for 
Sick Children, Edinburgh 

Miss A. T. Paterson, Principal Psychologist, Edinburgh Corporation 
Child Guidance Service 

f"Dr W. J. B. Rogers, Consultant Child Psychiatrist, Crichton Royal 
Hospital, Dumfries 

Dr J. B. Shiel, Medical Officer of Health, County of Kirkcudbright 
■" Dr F. H. Stone, Consultant Child Psychiatrist, Royal Hospital for Sick 
Children, Glasgow 

t Members of Child Psychiatry Section of the Royal Medico-Psychological Association 
(Scottish Division) 
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Dr N. Wattie, Principal Medical Officer, Glasgow Corporation Maternity 
and Child Welfare Service 

*Professor R. C. Wofinden, Medical Officer of Health, Bristol 
Visits 

Central Health Clinic, Tower Hill, Bristol 
Child and Family Guidance Clinics, Bristol 
Child Guidance Clinic, Leafield Road, Dumfries 
Department of Child Psychiatry, Royal Hospital for Sick Children, 
Glasgow 

Glasgow Corporation Child Guidance'Clinics 
Ladyfield, Crichton Royal Hospital, Dumfries 
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APPENDIX B 

Main Publications and Memoranda Considered by the Subco/wnittce 
Published Reports 

Government of Northern Ireland — 

Report on Child Guidance and Speech Therapy by an Advisoi'y 
Committee (1958) 

Pupils who are Maladjusted because of Social Handicaps (1952) 

(Advisory Council on Education in Scotland) 

Report of the Committee on Maladjusted Children (1955) 

Report of the Joint Working Party on the Medical Stalling Struclui'o in the 
Hospital Service (1961) 

W.H.O. Technical Report No. 30 — 

Expert Committee on School Health Services (lechn. Rop. Ser. 1951, 
N.O. 30) 

W.H.O. Technical Report No. 31 — 

Expert Committee on Mental Health (techn. Rep. Ser. 1951, No. 3 1 ) 

Other Memoranda 

Circulars on Child Guidance issued on 10th March, 1959, by the Ministry 
of Education and the Ministry of Plealth — 

Ministry of Education Circular 347 
Ministry of Health Circular 3/59 and H.M.(59)23 
Descriptive memoranda relating to the child and family guidance services ol 
Bristol and West Ham, and to the work of the Department of Child and 
Family Psychiatry, Ipswich and East Suffolk Hospital 
Joint S.E.D. Circular No. 384 and D.H.S. Circular No. 80/1958 enclosing 
the Report of a Working Party on Provision for Handicapped Children 
Memorandum on facilities for residential treatment and education of 
disturbed children in Scotland by the Standing Joint Committee of the 
Scottish Children’s Officers’ Association and the Association of Psychiatric 
Social Workers (Scottish Branch) 

Memoranda prepared by the Royal Medico-Psychological Association — 
Memorandum on the Training of the Consultant Child Psychiatrist, 
1951, with Addendum 1955 

Memorandum on Training Facilities for Consultant Status in Child 
Psychiatry in Great Britain, 1955 

The Provision of Psychiatric Services for Children and Adolescents, 
1956 

Memorandum on the Report of the Committee on Maladjusted 
Children, 1957 

Observations on the Draft Circulars of the Ministry of Health and the 
Ministry of Education on “Child Guidance,” 1957 
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In-patient Accommodation for Child and Adolescent Psychiatric 
Patients, 1957 

The Recruitment and Training of the Child Psychiatrist, 1960 
Units for the Long-term Medical Care of Emotionally Disturbed 
Children and Adolescents, 1960 



SCOTTISH HOME AND HEALTH DEPARTMENT 

MEDICAL SERVICES 
FOR CHILD GUIDANCE 

CORRECTION 

Page 34 — Appendix B 

11th line under Published Reports 
For “N.O. 30” read No. 30 
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